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"The Society for Vascular Surgery was developed 
from an idea conceived to fulfill a definite need." So 
reads Harris B. Shumacker's introduction to his 
history of the Society. Only two of the original 
founding members survive, Drs. Shumacker and 
Michael E. DeBakey, but enough of us who were then 
beginning our surgical careers remember what the 
field was like at that time. It is a field that is hardly 
recognizable as the vascular surgery of the 1990s. 
WHAT WAS VASCULAR SURGERY 
BEFORE 19467 
For hundreds of years an occasional surgeon had 
made a name for himself by an occasional operation 
on the blood vessels, by trying to treat aneurysms with 
simple ligation either proximally or both proximally 
and distally, and by opening the aneurysm and divid- 
ing its collateral connections, asMatas had reported in 
18 88. This operation was a reversion to the operation 
of Antyllus in the third century. Arterial and venous 
wounds were usually treated by simple ligation of the 
artery either in the wound itself or "at the site of 
election," hoping to salvage as much of an inevitably 
ischemic extremity as possible. Constructive r build- 
ing of the artery to allow flow through or around the 
damaged portion of the arterywas a dream. Hallowell 
and Lambert probably had accomplished this in 1759, 
but it was more than 100 years later before Jassi- 
nowski, after an inauspicious approach to the prob- 
lem, finally accomplished successful repair of a lateral 
injury to an artery. It is probable that the operation of 
RudolfMatas in 1888--"endoaneurismorrhaphy"-- 
truly began the era that lead to the formation of The 
Society for Vascular Surgery. Jaboulay and Brian 
demonstrated soon thereafter that successful end-to- 
end repair of an artery was possible in animals, and 
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John B. Murphy probably accomplished the first 
repair of a completely severed artery in a human 
being, although his repair was an intussusception 
rather than an end-to-end suture anastomosis. About 
the same time, Nitze and Payr devised inversion- 
intussusception methods of anastomosis that used a 
metal or ivory tube, but these methods were not 
greatly successful. Blakemore revived this method 40 
years later in the Second World War. By the first 
decade of this century, Carrel had performed and 
codified methods for substantially all surgical proce- 
dures that we perform today, with the exception of 
endartercctomy and the use of nonbiologic prosthe- 
ses. The ability to suture a planned incision in the 
artery led to the technique of embolectomy, asfirst 
successfully accomplished, despite serious medical 
criticism, by Mosny and Dumont in 1911. 
M'ter the work of Carrel in Lyon, whose mentors 
included Jaboulay, who first reported successful end- 
to-end suturing of an artery experimentally, a few 
further stumbling steps had been made by Goyanes, 
Satrfistegui, Pringle, and others toward reconstruc- 
tion of aneurysmal or obstructed arteries. Lexer and 
Weglowsld had each published articles on a series of 
remarkably successful vein grafts for various short 
arterial occlusions. There was to be, however, a 
strange hiatus of some 20 years before further signifi- 
cant direct reconstructions were to be performed, 
beginning with Joao Cid dos Santos and Jean Kunlin. 
Blakemore had revived d'Arcy Power's method 
for wiring aneurysms. In 1940, at the American 
Surgical Association, a series of papers on vascular 
surgery included three on ligation of the aorta for 
aneurysm, which were presented by Matas, Bigger, 
and Elldn. Sympathectomy had become a common 
operation that was used for thromboangiitis obliter- 
ans, causalgia, Raynaud's disease, hyperhidrosis, and 
arterial ischemia. Possible surgical approaches to the 
management of essential hypertension were brewing 
in the minds of DeTakats and Smithwick. DeTakats 
approached it from the view of the corticoadrenal axis, 
Smithwick from extensive sympathetic ablation. 
Despite the common belief that episodes of mili- 
tary activity lead to great advances in surgery, this 
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clearly had not been the case with regard to the care of 
vascular trauma in World War I or World War II. 
Michael DeBakey and Fiorendo Simeone were finish- 
ing their review of military vascular injuries in World 
War II, but they had concluded the review with the 
view--pessimistic as seen from 1996--that vascular 
reconstruction had little role in military trauma. 
DeBakey and Simeone had based their conclusion on 
the observed elay between the injury and definitive 
care, on the multiplicity of injuries, on the scarcity of 
trained surgeons, and on the need for more sophisti- 
cated surgical facilities--problems that were hard to 
solve in the military at that moment. The status of care 
for vascular trauma t that time may be reflected in the 
observation that in the first five programs of The 
Society for Vascular Surgery only one title refers 
directly to vascular trauma. 
Diagnostic methods were primitive. Reynaldo 
dos Santos in Portugal, following the trail of Moniz 
and several other earlier workers including Barney 
Brooks, had established arteriography of the ex- 
tremities as a clinical tool, and several forms of 
oscillometry were available. More sophisticated but 
less handy were various forms of digital plethys- 
mography. These methods were most often used to 
attempt to identify patients with excessive vasomotor 
tone that might be reversible by sympathetic obla- 
tion. The measurement of skin temperatures and skin 
resistances was also primarily a laboratory procedure 
and was infrequently applied by the practicing sur- 
geon, who most commonly used the back of his hand 
as a guide to estimate skin temperature differences. 
Even the clinical diagnosis of arterial obstruction had 
changed little since the times of Astley Cooper. The 
clarification Of the meaning of a diminished pulse 
with and without a bruit remained to be done so 
lucidly by Edward Edwards and Harold Levine, and 
by E. J. Wylie. Ischemic symptoms in the extremities 
and the failure to demonstrate palpable femoral 
pulses was often ascribed to a mythic "micropulsatile 
disease" because xploration of the femoral arteries 
in this situation often showed them to be open and 
substantially normal and showed little flow from 
above. Even though John Hunter in the eighteenth 
century had shown anatomic examples of aortoiliac 
obstruction caused by what was later to be recog- 
nized as atherosclerotic disease, and even though 
Leriche since the early 1920s had been proposing 
atherosclerotic o clusion of the proximal arteries as 
the cause of arterial insufficiency, this was a rarely 
stated diagnosis. 
The physiologic mechanisms of the vascular sys- 
tem were not well understood. Ejrup had just redis- 
covered the disappearance of pulses in an extremity 
below a major occlusion when the limb is exercised, 
an observation that had been made by Charcot in 
1858 but that had been largely forgotten. Emile 
Holman had made great steps in the understanding 
of the nature of pulsatile arterial flow and its effect 
on the vessels and in the experience derived from his 
and Halsted's observations of the phenomenon of 
poststenotic dilatation beyond a constricting arterial 
band. Holman's greatest contributions were an un- 
derstanding of the alterations in the circulation and 
its management in the presence of an arteriovenous 
fistula and after ablation of the fistula. Shumacker 
had applied some of this understanding in the man- 
agcment of arteriovenous fi tulas derived from mili- 
tary injuries. The primary surgical means of treating 
ischemia of the extremities was sympathectomy, first 
in its periarterial form and then in the ganglionic 
form. Excision of the obstructed segment of the 
artery was often performed as well, following the 
thesis of Leriche that noxious vasomotor activity 
arose from this thrombosed area. Even so, a few 
pioneering European surgeons had accomplished 
restoration of arterial flow through arteries by the 
insertion of a venous graft, sometimes in the 
form of a bypass graft, or "pontage," as it was first 
labeled. 
A few hardy pioneers--Hunt, Moniz, and 
Fisher--were trying to convince the neurologic world 
that the basis for many strokes lay in emboli from 
atherosclerotic disease of the cervical carotid system. 
Few seemed to be aware that John Hunter had 
preserved for us an atherosclerotic ulcer at the bifur- 
cation of a carotid artery that was taken at autopsy 
from a patient whose symptoms we recognize today as 
progressive intermittent cerebral ischemic episodes. 
The treatment of stroke remained strictly palliative 
and symptomatic. 
Cardiac surgeons had made considerably greater 
steps than surgeons had in the peripheral vascular 
field. The relief of constrictive pericarditis was one of 
the first cardiac operations that had any general 
application at all. Cutler, Beck, and Levine had 
undertaken to treat cardiac valvular disease with 
minimal success in the mid-1920s. There were three 
important steps in cardiac surgery. The first was 
Robert E. Gross's first successful ligation of the patent 
ductus arteriosus. The need for treatment ofcoarcta- 
tion of the aorta was recognized on separate conti- 
nents by Clarence Crafoord and then by Gross, who 
observed uring surgery for patent ductus the need 
for some method of treatment. Crafoord performed 
resection of the narrowed area and reanastomosis 
first, but Gross and Hufnagel reported it at almost he 
same time. Alfred Blalock had studied the physiologic 
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mechanism ofshock at Vanderbilt before his move to 
Johns Hopkins. At Johns Hopkins, Blalock and Tans- 
sig were developing the surgical approaches for the 
management of various forms of cyanotic ongenital 
heart disease, beginning with the tetralogy of Fallot 
and related malformations. These dramatic opera- 
tions were accomplished in the presence of a beating 
heart and with the aid ofhypothermia. Cardiopulmo- 
nary arrest and artificial circulation were only dreams. 
Charles Lindbergh ad fancied such a device, but in 
concert with Alexis Carrel, whose interest lay in 
isolated organ per fusion. John H. Gibbon, Jr., had 
been struggling with the development of such an idea 
for more than 15 years, as had Clarence Dennis and 
others at the University of Minnesota. 
Meanwhile, Claude Beck was studying the mecha- 
nisms of ventricular fibrillation and attempting its 
treatment. Charles Hufnagel was undertaking perma- 
nent intubation of the aorta with solid plastic tubes 
and devising the first successful ball valve for the 
treatment of aortic regurgitation. Hufnagel, Gross, 
Deterling, and others were devising methods to 
preserve aortic grafts. 
Surgery of the venous ystem was perhaps lightly 
more advanced and was practiced actively by many 
surgeons. Trendelenburg's understanding of the pat- 
tern of venous valves in the leg had allowed the devel- 
opment of several procedures for managing the vari- 
ous stages of venous disease. John Homans had advo- 
cated control ofsaphenous varices by interruption of 
the saphenofemoral junction. Homans, Arthur Allen, 
Alton Ochsner, Michael DeBakey, and others were 
establishing the importance ofdeep venous thrombo- 
sis of the leg in the genesis of pulmonary embolism 
and in other later complications ofvenous thrombo- 
sis. Homans and Arthur Allen were promoting divi- 
sion of the superficial femoral vein to segregate silent 
thrombi in the leg. Allen had mentioned that one of 
his juniors, Robert Linton, had just solved the prob- 
lem ofpostphlebitic ulcer. Dicumarol was just being 
developed, and although eparin had been around for 
some time, it was hard to obtain and somewhat incon- 
stant in its quality. In 1946, Jo~o Cid dos Santos had 
performed his first successful thromboendarterec- 
tomy, and shortly thereafter lean Kunlin had revived 
the use of the saphenous vein graft as a long bypass for 
arterial obstruction. 
This is a picture of the world of vascular surgery as 
it existed in the mid- 1940s. The perceptive r ader will 
have recognized thus far the names of 20 surgeons 
who were to become founding members of the 
Society, two Honorary members, ix important later 
regular members, and the man whose portrait appears 
on the Society's eal. 
THE FOUNDING 
These fragmented basic steps were sufficient for 
the group of founding members inspired by Drs. J. 
Ross Veal and Alton Ochsner to recognize from these 
pioneer efforts the need for an organization that 
could provide a forum for the surgeons who werc to 
follow. Most surgeons who foresaw such a future for 
vascular surgery had made their reputation i general 
surgery. These forefathers, based on their subsequent 
careers, can be divided into several groups: those who 
contributed little further that is remembered after 
helping to establish the Society; the broader-based 
surgeons who continued to contribute to both vas- 
cular and general surgery; and surgeons whose pri- 
mary interests remained with the field of vascular 
surgery. The last group can be subdivided further into 
those who finally went almost exclusively into central 
cardiothoracic surgery, those who went almost exclu- 
sively into peripheral vascular fields, and those hardy 
few who continued to participate in and make major 
contributions in both cardiac and peripheral vascular 
surgery. Over the years the specialty has become so 
clearly defined that many of the younger members of 
The Society for Vascular Surgery are no longer 
involved in any significant way in the remainder of 
general surgery, and for the most part our members 
participate primarily in peripheral vascular disease. 
The pure cardiac surgeon is a rarity among our new 
members. 
The founding members are pictured in detail in 
Dr. Jesse Thompson's report in this Anniversary issue 
of the Journal. Their average age was slightly over 52 
years (excluding the bias introduced by the age of 
Matas, who was 87). This age contrasts with the 
recent classes of new members, whose average age 
centers around the early 40s and very few of whom 
have attained the professorial rank, although most are 
in an academic setting. All of the founders were 
leaders in the surgical world, and all but three were full 
professors. The three who were not were Arthur 
Allen, who was "only" a consultant a the Massachu- 
setts General Hospital but as professorial  person as 
existed; Norman Freeman, a clinical associate at the 
University of California in San Francisco, who was a 
remarkable and gifted contributor to our early days; 
and George Lilly, surgeon-in-chief at Jackson Memo- 
rial Hospital in Miami, whose great experience pro- 
vided many special contributions to the Society. 
THE EARLY PROGRAJ¢IS 
The history of the progress of vascular surgery 
through these years can be read in the popularity of 
specific topics and fields as they have appeared on the 
Society's programs. As Shumacker indicated, the 
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program of the first mcering was defined by the 
organizing committee, who asked certain members of 
the founding group to present heir professorial 
discussions of what seemed to be important vascular 
matters. These presentations were followed by exten- 
sive discussion. In subsequent years, almost all of the 
papers were chosen from rifles proposed by the 
members. Included in the first five programs were 14 
papers related to venous thrombosis, 2 to aneurysms 
(both popliteal), 13 to cardiac matters, 5 to occlusive 
disease of the arteries, and 8 to sympathectomy. Five 
rifles were related to arteriovenous fi tulae and the 
physiologic mechanisms thereof, and three presenta- 
tions on vascular grafts were offered. Claude Beck 
introduced a topic that was to be of abiding interest 
throughout the history of the Society, revasculariza- 
tion of the heart, in this instance by an ingenious but 
fruitless method. He advocated partial obstruction of 
the coronary sinus and anastomosis to it from an 
arterial source. 
In the next 5 years, the procurement or design and 
use of vessel grafts, both biologic and fabric, was the 
subject of 16 papers. Pure cardiac surgery was the 
topic of 26 papers. Management ofperipheral occlu- 
sive disease began to be of interest as direct methods 
of arterial reconstruction were stimulated by the work 
ofJo~o Cid dos Santos, Jean Kunlin, Ren6 Fontaine, 
and other European pioneers. The first true presen- 
tation on this topic was "The Experimental nd 
Clinical Use of Vein Grafts to Replace Large Arteries" 
by Julian Johnson (later to be the Society's fifteenth 
President) and his associates. The next year Deterling 
brought in the topic of the frozen homologous 
arterial graft, and in the sixth meeting Cooke, 
Hughes, and Seeley offered a prescntati0n entitled 
"Homologous Arterial Grafts and Autogenous 
Venous Grafts Used to Bridge Large Arterial Defects 
in Humans: A Report of Fourteen Cases." Several 
other papers on both the laboratory and clinical use of 
grafts appeared in thi s year. 
The seventh year included five more papers on 
vascular reconstruction, i cluding the first of a series 
of important papers from Cooley and DeBakey, 
"Excision of Aneurysms of the Thoracic Aorta and 
Great Vessels." Lateral excision was advocated where 
possible; by the time the article was published, the 
authors added their recommendation f r the use of 
arterial homografts. 
A cluster of five papers appeared at the ninth 
meeting regarding several aspects of peripheral occlu- 
sive disease and its treatment. Several papers that year 
and the year after dealt with amputation and rehabili- 
tation .therefrom. Interest in venous thromboembo- 
lism waned; only five papers represented this topic 
during these years, including the John Homans Lec- 
ture by Ren6 Fontaine on "Venous Thrombosis and 
the Post-Thrombotic Syndrome." 
Certainly several other seminal or landmark papers 
were presented here in these first 10 years. A choice as 
subjective as it must be looking back so far would 
include not only the nine "professorial" and invited 
lectures of the first meeting, but also the later "free 
papers" papers by Arthur Allen (a Presidential d- 
dress) on the "Present Evaluation of the Prophylaxis 
and Treatment of Venous Thrombosis and Pulmo- 
nary Embolism," Homans' "The Management of 
Recovery from Venous Thrombosis in the Lower 
Limbs," Beck's early report on "Revascularization of 
the Heart," and Linton's classic report on preliminary 
sympathectomy and its protective ffect on the ex- 
tremity after resection of a popliteal aneurysm. Al- 
though several other esearchers were actively pursu- 
ing the same goals, Deterling's paper on quick- 
freezing for the preservation faortic homografts was 
the first on this topic in our annals. Robert Linton's 
Presidential ddress "Some Practical Considerations 
in the Surgery of Blood Vessels" codified the use of 
the reversed venous homograft and established the 
criteria for its use and the techniques for its placement 
until the present time. Also included in this group of 
papers should be Charles Hufnagel's "Surgical Ap- 
proach to Aortic Insufficiency," which described his 
first valve, poor as it was in retrospect, but which was 
the beginning of the field of replacement of the native 
diseased valves. 
The first 20 years of the Society saw an explosive 
growth in the variety of the cardiac procedures that 
appeared on the programs. Most of these presenta- 
tions concerned anatomic reconstructions of the 
abnormal heart. Septal defects, mitral valvulotomy, 
and other anatomic orrections were shown to the 
Society. There were a few hints of early efforts to 
improve a failing blood supply. 
A subtle conflict between the cardiac and pe- 
ripheral vascular fields appeared to be developing. 
For a time, an informal attempt was made by the 
nominating committees to alternate the presidency 
of the Society between primarily cardiac vascular 
surgeons and primarily peripheral vascular surgeons, 
a subject that was addressed in the Presidential 
Address in 1973. Despite the hopes then expressed 
that the Society would draw on its historical expe- 
rience and continue to include the participation of 
large numbers of cardiac surgeons who would in- 
teract with the peripheral vascular surgeons and 
that it should provide a forum for cross-fertilization 
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of ideas, the number of cardiac papers gradually 
diminished. 
The treatment ofocclusive atherosclerotic vascu- 
lar disease in its many sites received little attention 
until the early 1950s, when the impact of the work of 
dos Santos and Kunlin began to be felt in this country. 
Julian's paper on reconstruction was one of the first to 
deal with the topic, but other presentations onthe use 
of grafts and of endarterectomy appeared. 
Programs continued to be formed through these 
early years from "free paper" offerings, with the 
exception of the occasional John Homans Lectures. 
This series of occasional lectures was instituted to 
honor John Homans of Boston, a charismatic, witty, 
but on occasion tart teacher, the fourth surgeon of his 
name to practice surgery in Boston. The first Homans 
Lecture, "John Homans: The Man and His Work," 
was presented in 1950 by Dan Elkin, a friend and 
former colleague in Boston. The surgeon who was 
selected to present this lecture usually chose the title 
himself, although many of them spoke on subjects 
that were of particular interest to Homans. 
THE INTERNATIONAL SOCIETY FOR 
CARDIOVASCULAR SURGERY 
Reading the same omens that J. Ross Veal and 
Alton Ochsner had seen, Henry Haimovici, with the 
support of international leaders such as DeTakats, 
DeBakey, Deterling, Kramer, Leriche, Martorell, 
Ochsner, S. Samucls, and Shumacker, formed the In- 
ternational Society ofAngiology 4 years after the first 
meeting of The Society for Vascular Surgery was 
held. The International Society of Angiology was to 
be composed of three chapters, and it is the North 
American Chapter with which the Society for Vascular 
Surgery developed such close ties. The membership 
included avery similar group of surgeons--almost all 
of the members of The Society for Vascular Surgery. 
The first president of this sister society was Emile 
Holman, who had just served as the third president of 
The Society for Vascular Surgery. In later years the 
society so formed went hrough two changes of name 
and finally became the North American Chapter of 
The International Society for Cardiovascular Surgery. 
Despite the lack of a formal affiliation, the two societ- 
ies began meeting together, the International Society 
for Cardiovascular Surgery program taking place 1 
day after that of The Society for Vascular Surgery and 
in conjunction with the June meeting of the American 
Medical Association. After a few years the two Societ- 
ies began meeting apart from the AMA, although the 
traditional meeting time remkined early in June. 
The exact relationship with the International 
Society for Cardiovascular Surgery was very loose 
until 1970. In 1966 the two program committees had 
begun meeting together to select papers for the 
tandem eetings, which lasted 21/2 days. At that point 
a potential amalgamation f the two societies was 
considered by The Society for Vascular Surgery but 
rejected, although the same committee that recom- 
mended against formal union strongly urged even 
closer cooperation than had been present in the past. 
In i971 this association was strengthened by a change 
in the constitution and bylaws in that the President 
and Secretary of the International Society for Cardio- 
vascular Surgery were made members ex officio of the 
Council of The Society for Vascular Surgery. The 
common ature of many problems that faced the two 
societies led to the formation of a Joint Council, 
which first met in 1975 to deal with matters common 
to the two societies, although today the individual 
councils continue to meet separately for their specific 
business matters. The executive sessions of the soci- 
eties decided that the two organizations would alter- 
nate in presenting the first 11/2 days of the program. 
Despite some suggestions in the late 1980s that the 
overwhelming growth of the International Society for 
Cardiovascular Surgery was threatening,The Society 
for Vascular Surgery with a loss of identity, the 
anticipated close cooperation and coparticipation 
remains. 
CHANGES IN THE SOCIETY 
Relatively early in the history, more or less con- 
scious decisions were made by The Society for Vas- 
cular Surgery that it should restrict itself in size in 
an attempt o maintain the intimacy of the early 
meetings, although without he membership restric- 
tions of a "Society of University Vascular Surgeons," 
whereas the International Society for Cardiovascular 
Surgery would appropriately extend its membership 
to include the growing numbers of active, compe- 
tent, and contributing cardiovascular surgeons and 
provide a forum for them. Currently, The Society for 
Vascular Surgery limits its active membership to250, 
but the membership of the International Society for 
Cardiovascular Surgery is no longer limited except 
by its strictures on the qualifications of prospective 
members. 
Further ecognition of the status of the Society 
and of vascular surgery was received in 1965, when 
the Society's request to be allowed to select a repre- 
sentative to the Board of Governors of the American 
College of Surgeons was approved. In 1979, the 
Governor who represented the Society was made a 
member of the Council of the Society. 
JOURNAL OF VASCULAR SURGERY 
1040 Then and now lune 1996 
The Society for Vascular Surgery functioned pri- 
marily as an educational forum for many years, but a 
focus on other topics of the practice of vascular 
surgery began in the 1970s. More and more during 
the last 20 years of the Society's history, either the 
Society or its officers has been asked to participate in 
the efforts of other groups who were concerned with 
standards in surgical and medical practice. The Soci- 
ety has become increasingly proactive. 
A movement that promoted the concept of some 
manner of recognition of the special training, com- 
petence, and interests of the vascular surgeon was 
discussed informally in several presidential ddresses, 
beginning in 1973. In that year a panel discussion 
concerning the status of the many varied "fellowship" 
programs developed guidelines to formulate pro- 
grams that would help and not detract from the 
general surgical residencies in the same institution. It 
was largely from this discussion and the members of 
the panel that constituted it that the original commit- 
tee was formed to work with the American Board of 
Surgery to establish acertification i General Vascular 
Surgery. Much behind-the-scenes maneuvering and 
interaction occurred between the many interested 
parties, but guidelines to aid participating institutions 
in formulating privileges in vascular surgery were 
drawn up in an acceptable form. In 1982 the Ameri- 
can Board of Surgery had accepted the principles and 
published its plan for "Special Certification i  General 
Vascular Surgery," defining the way acceptable pro- 
grams were to be reviewed and accredited, specific 
requirements for candidates for the certification, 
plans for the application, and examination for candi- 
dates who wished to be certified. No pure "grandfa- 
ther clause" was included, although candidates who 
had completed their training and had been in practice 
for 5 or more years or who had completed a program 
that was at the time of completion considered an 
acceptable program but that had not yet been certified 
were to be considered candidates to sit for the 
examination under certain circumstances. 
Throughout the years, the Society has maintained 
a close relationship with and support of  the National 
Society for Medical Research. The natural relation- 
ship with the American Heart Association was given a 
more official status when, in 1964, a more direct 
contact was authorized between the Secretary of the 
Society and the Executive Secretary of the National 
Stroke Congress, and representation on the Joint 
Committee on Stroke of the Council on Cardiovas- 
cular Surgery of the American Heart Association was 
authorized. 
EXPANSION OF THE 
CONJOINT PROGRAM 
Despite the 2½ day format of the national meet- 
ing, the space on the programs eemed inadequate for 
the vast number and variety of rifles and subject 
matter offered. The response by the two societies has 
been the expansion of the program. In 1976 breakfast 
sessions were introduced; usually a choice from one of 
three concurrent programs was available to the at- 
tendee. These sessions represent invited and specified 
subjects and authors, harking back to the way the 
content of the first program was chosen. Topics 
presented at these breakfast sessions have varied 
widely, including the most basic and practical clinical 
problems, esoteric research, the nature and construc- 
tion of randomized clinical trials, matters of remu- 
neration, the changing nature of practice patterns, 
and other matters of  socioeconomic importance. 
They are a reflection of the many changes and insistent 
pressures placed on both clinical and investigative 
medicine and surgery in these past few years. 
In 1989 further additions to the meeting began. 
Dr. E. Stanley Crawford had expressed the thoughts 
of some of the members of the Society for Vascular 
Surgery that it should do something to define its 
distinction from the International Society for Cardio- 
vascular Surgery. There was even a brief discussion 
about moving the meeting date to a different ime. 
The solution was the development of the "Critical 
Issues Forum," which began in 1988 and has served 
as a means of providing space for many topics that 
might otherwise not appear on the program. This 
Forum usually meets on the day before the general 
meetings. 
More recently, research forums have been offered. 
These papers in basic science offer a chance to enlarge 
the programs with the abundant research material 
without crowding out the more purely clinical topics. 
An even wider variety of subjects are offered to the 
Society by the poster sessions, which were initiated in 
the 1995 program and included 63 titles. The result of 
these changes has made the joint meetings resemble 
more and more the immense meetings of the Ameri- 
can Medical Association or the American College of 
Surgeons, but concurrent sessions have been avoided. 
THE REGIONAL SOCIETIES 
Smaller egional vascular societies began to pro- 
liferate, and the two sister societies formed a joint 
committee to consider the needs and roles of these 
societies in the late 1970s. These local and regional 
societies have assumed an important role in the lives of 
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many vascular surgeons. Membcrship often includes 
younger surgeons who might not yet qualify for 
election to the major societies. They provide a local 
forum for them to present their work for evaluation by 
their peers and to gain experience in the preparation 
and presentation ftheir material. The intimacy and 
opportunity for more informal interplay and discus- 
sion that have to some measure disappeared from the 
huge national meetings remain in these smaller soci- 
eties. In fact, the smallness of the societies, which 
nonetheless u ually contain anumber of active mem- 
bers of the senior societies, is, in the words of Allan 
Callow, "where the action is today." 
WHAT IS THE SOCIETY FOR VASCULAR 
SURGERY TODAY? 
The Society for Vascular Surgery has never estab- 
lished anything near a monopoly on the presentation 
of major and critical vascular papers, although the 
conjoint programs come close to that situation. In the 
earliest years, however, many critical observations 
were made by surgeons who were not yet members, 
and these papers were often presented to other 
prestigious societies, perhaps because their immediate 
sponsors were not themselves members either. The 
prestige of the podium of the American Surgical 
Association and that of the Society of University 
Surgeons has surely drawn many important contribu- 
tions from many authors both senior and junior in 
status. Meanwhile, the science on which we have 
based vascular surgical progress has been very largely 
fostered by the support of the two major vascular 
societies. 
The major clinical topics that have dominated the 
programs of the past few years include much focus on 
the evaluation of the merits and role of carotid 
reconstruction and the management of thoracoab- 
dominal aneurysms. The growth, decline, and fall of 
the popularity of endoscopic techniques for perform- 
ing endarterectomies ha  been documented. From 
this field of interest has emerged the latest dramatic 
technique, the placement ofendovascular prostheses, 
the use of expandable stents to secure their fixation, 
and the evaluation of short-term results. The number 
of titles concerned with anatomic cardiac procedures 
has greatly diminished. The most popular cardiac 
topics are concerned with coronary revascularization, 
especially when performed in conjunction with or in 
the presence of major peripheral vascular procedures. 
Discussions of trauma to the vessels lost popularity for 
a time, but seems to be of recurring interest in the past 
10 years. 
An important aspect of the Society has been a 
change to a proactive stance, which has led to the 
presentation fmany matters of socioeconomic im- 
portance rather than those pertaining strictly to 
surgery and basic surgical research. An integral por- 
tion of this change has been accomplished through 
the development of the Lifeline Foundation. This 
foundation evolved on the basis of the thinking of 
several of our presidents, including Mlan Callow, who 
delegated a study of the problem to Calvin Ernst, who 
was then the Secretary of the Society. Ernst recounts 
that the original funding was based on support from 
the Society, which was beginning to derive significant 
income from the successful operation of the Journal of 
Vascular Surgery. Stanley Crawford is said to have 
moved that the Foundation be supported in the 
amount of $100,000 annually for at least he first 5 
years, and the motion was easily passed, Its name is 
derived from a meeting with several commercial 
artists and public relations people who asked what he 
Foundation was meant o do. On the basis of Dr. 
Ernst's description of offering a lifesaver to young 
investigators in need of support, he Lifeline name was 
born. The Foundation is strongly supported by all of 
the important vascular societies, both local and na- 
tional. Since 1992, it has provided an annual Fellow- 
ship to deserving young investigators. It supports, 
with the National Institutes of Health, an annual 
program in the spring on "Research Initiatives in 
Vascular Disease." It helps manage to some degree 
the funds from the Wylie Traveling Fellowship, which 
is awarded annually; the recipient of this award 
presents a brief account of his work to the Society each 
year. The Lifeline Foundation has been strongly and 
generously supported by the medical supply compa- 
nies and by our members and those of the Interna- 
tional Society for Cardiovascular Surgery. 
Continued focus on the basic science background 
of our clinical work has led the programs to be filled 
more and more with basic science matters with 
particular elevance to vascular surgery. The more 
practical "hands-on" matters, evaluation of clinical 
experience, and the like have been part of the major 
program, but the "how I do it" materials have drifted 
into the separate breakfast workshops. For instance, 
the program for 1995 contained inits main section 26 
presentations in the breakfast sessions, of which 20 
clearly related to surgical technique, four to socioeco- 
nomic factors, and two to diagnostic methods. The 
Lifeline Foundation Research Forum included 11 
important laboratory contributions. The Critical Is- 
sues Program contained four papers on socioeco- 
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nomic relationships; five papers best described by the 
session's title: "Trends, Issues and Relationships that 
will Influence the Future of Vascular Surgery"; and 
four papers trying to visualize the nature of and end 
results of the progress of the near future. 
Appropriately, the portions of the programs de- 
voted to basic research ave varied widely. There is 
much interest in the biochemical and physiologic 
mechanisms of the cells that make up t.he walls of the 
blood vessels and their abnormal linings. The use of 
sophisticated diagnostic methods continues to ex- 
pand, both for visualization of vascular anatomy and 
for evaluating physiologic parameters that supple- 
ment he interpretation fthe anatomic observations. 
The poster session included 21 "cameo" presenta- 
tions of important surgical technical matters, 10 that 
are best described as being related to clinical diagnosis 
and epidemiology, and 32 posters on isolated and 
occasionally relatively esoteric research matters in 
vascular surgery. The main body of the program, 
which many continue to believe represents he classic 
program, contained 13 papers based on classic tech- 
nical or diagnostic matters of importance to vascular 
surgeons. 
What problems face the Society? Certainly it faces 
the major threats pertinent to all specialist practices in 
medicine and surgery. Matters of remuneration, care- 
ful observance of guidelines in surgical research, and 
outside interference with the clinical practice of our 
specialty are serious matters to be dealt with. 
Interventional radiologic procedures pose an im- 
portant problem for the Society. The expansion of the 
many techniques that depend to some degree on 
radiologic visualization and control has been an 
important part of surgical progress in the past few 
decades. Over the span of the growth of interven- 
tional radiology, the surgeon and the radiologist have 
had a variable relationship. Numerous examples could 
be given of this potential conflict from other specialty 
fields, especially cardiology, gastroenterology, geni- 
tourinary surgery, and neurology. Some surgeons 
have attempted to serve as their own radiologist. The 
radiologist often criticizes the surgeon who does his 
own radiologic procedures as not being adequately 
trained in radiologic techniques. Some radiologists 
have undertaken to perform alone the role of the 
surgeon. The latter situation is open to criticism 
because of the frequent lack of knowledge of vascular 
disease in the living patient despite familiarity with the 
disease and anatomy as visualized by the x-ray shad- 
ows or ultrasonic echoes. The radiologist does not 
easily acquire a full picture of the patient and his 
medical problems. Each of us can recount cata- 
strophic episodes of intervention by a radiologist who 
did not know the full medical background of the 
patient. The radiologist is usually excluded from 
being able to admit patients to the hospital, to manage 
fully their care while there, and to adequately fol- 
low-up the patients later. The best situation for the 
patient is surely that in which there is close coopera- 
tion and understanding ofthe roles each protagonist 
can perform best, having the radiologist cooperate 
with the surgeon wherever the procedure is per- 
formed. The radiologist brings certain specialized 
techniques that are not easy for the surgeon to acquire 
to the fullest degree, but the radiologist lacks the 
clinical facility to evaluate and follow-up patients to 
ascertain the long-term success of procedures and to 
compare them rigorously with other methods. Fail- 
ures of the interventional procedure may require 
prompt and informed direct surgical procedures, 
which can most effectively be performed if the sur- 
geon is fully aware of the status of the patient. One 
would hope that close cooperation would be the most 
helpful to the patient. This problem needs an early 
solution. 
In a historical account of another surgical society, 
the Society of Clinical Surgery, Harry Shumacker 
posed a question relative to the role of that Society in 
the development ofcardiovascular surgery. Certainly 
the specialty of vascular surgery and The Society for 
Vascular Surgery have enjoyed symbiotic success. The 
two are inextricable. 
